MISSOUR! -DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 00

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

i . TN - -1 , ? 2 STATE FILE NUMBER
DO NOT WRITE AMENDED Registration DIINI?HN:! et —-Primary Registration District No. r___________--Requtnr'l No. & ~HE . .

ON THIS STUB e tANT71564
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. If institution: Residence before

a. COUNTY JACKSON a. STAIE KANSAS b. COUNTYJOHNSON admission)

b. CITY (If outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. CITY

V§ 300
Rev. 4/59

Inside Limits

OWNKANSAS CITY, MISSOURT 2 DAYS. 1M A RDNFR, Yo O Ne D)

c. ;Lg.éprli_lr.;nlnEogF (1 NOT in hospital, give location) Inside Limirs d:BRDE!EETSS {If outside, give location} Ranide on Farm

INSTITUTION VA HQSPHAL Yes [J No[J Yes [] No [J

3. NAME OF DECEASED Firat Middle Last 4. DA'I'E Month Day
(Type or print}

LELDON Ha LOCKART A permmE R o8, 19643
5. SEX 4. COLOR OR RACE 7. Marriod (] Never Marriod [1 [8. DATE OF BIRTH | 9- AGE llast birthday) |1F GNDER'T YEAR | IF UNDER 24 HR

Widowed Divorced [] Months [ Days Hours Min
044 ; 5=26-26__ | 37 YRS
10a. A 'CUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY[ 71, BIRTHPLACE (Ciry and state or country) | 12, GITIZEN OF WHAT COUNTRY

during_most of working life, wven If retired)
FAYEFTE, AL

U -y S A -l
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAMT 14, NAME OF HUSBAND OR WIFE

1

2 J’/ﬁ'g -

DATE AMENDED

Year

__LONZO JOCKART _ LAVANDA GRENK —
Ei..ﬁi‘s,??niﬁii"nfl‘}ff,'ﬁ ive war ar detmn of sarics | o MO 'LONZUMEDCKART (FATHERY “SRHE ADDRESS
— VA HOSPITAL QFFICTIAL. RECORDS
AUSE OF DEAI’H [Enter only one cause per line tor (o), (b), and WG HHERRAL, CONTUSION WITH HDEMA AND INTERVAL BETWEEN

ART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
samepiare cause (o SOFTENING CEREBRAL CORTEX,

MULTIPLE TRAUFATIC CONTUSIONS,ABRASIONS, LACEHATIPNS

Conditions, If any, sue oy OF HEAD, TRUNK AND EXTREMITIES WITH FRACTURES
el s .~ OF RIGHT FOREARM, CERVICAL VERTEBRATE RUPTURED

soting the under| 10 _SPLEEN AND LACERATION RIGHT LUNG,

PAl‘iT 1. O'IHER SIGNIFIC»;:dv‘LnCIC:h;THC:hE, CONTRIBUTING TO DEATH but not related to the terminal PART I}, Iﬂ'-medea“;r!:gmr:;sm ml!é d:y.sl
PUI‘MON l O Yes [ O Na I [0 Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer natura of injury in PART | or PART 11 of item 18.)
PERFORMED? [m] (4 u}
YESY] NO DD
20c. TIME OF Hour Month, Day, Yaar

INJURY a.m.
p.m.

L RY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
d UcHIIJLE AT WORK [J farm, factory, streat, offica bldg., erc.}
NOGT WHILE AT WORK [

21. Virended the decossed from_DEE_EMBEB_Z_'l,_'LQﬁB— «DECEMBER 28, 1963 |a‘p4/,4/m/y’,l ,Jr/,/

P m on the date stated above, and 1o the best of my knowledgs, from the causes stated.
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MEDICAL CERTIFICATION

Denth occurred at

22b. ADDRESS [22c. DATE SYGNED

D. VA HOSPTTAL . KANSAS CITY, Mo 1?_90_61
23c NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town,"or county) {State)

& (22703 @A«@_—

'

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

phen Parks

BY AFFIDAVIT OF

ITEM NO,

{Licensed Embalmers Statamant on Reverse Side)




Cee
VIS S

T oaLew o e
FR IREEE SR ¢ N SN DU
Pes 0T aan m e s e TDde e dre-Joa
sl bl v

et "~ STATEMENT BY' LICENSED EMBALMER

- LS

A
v

v —idia

b, T

Ladede

[FER N

| hereby certify that the body whose name is recorded on the reverse‘_s_i‘c!g_qf lhify'f:_g_rtif'icatg was embalmed by me,
or by i

Student Embalmer No.
wbrking under my personal supervision.

Student

Signature of Student Embalmer

_ Licensed Embalmer No.

P. O. Address
.:Noie:': The above MUST -BE SIGNED - BY THE 'LICENSED EMBALMER in his OWN’HAN[I)WF_EITING. (Failure to comply
with the above constitutes grounds for revocation of license). ‘ ’
- - If'embalmed by a STUDENT, he aiso shall sign in his OWN handwriting. ™ *
If this body is not embalmed, fact should be so stated above.

'

r



